Th e in creasing int erest in th e issu e of compet en cy is as evide n t in cli nica l settings as it is in th e m edical lit erature (I) . However, this int erest in co m petency issu es has been limit ed to a se lect population. This population pr edomin antly consists of patients with overt psychiatric symptoms, pati ent s undergoin g procedures th a t require writt en inform ed consen t, and those patients who refuse treatm ent strong ly recomm ended by their ph ysician. There ha s been little a t te n t io n in th e lit era t u re d evot ed to th e a p plica t io n of co m pe te ncy to th e ge ne ral m edical pati ent.
Inform ed co nse n t pr eserves patient a u tono my a nd is th e m ost visible remind er of th e ne ed to evalua te co m pe te ncy, since th e patient ca n no t give infor m ed consent if he or she is not com pe te n t. U nfor t u na te ly, th e qu estion o f co m pe te ncy se ldom arises unles s th e co nse n t must be docum ent ed or th e patient di sa grees with t he physician 's recomm end ati on s. Physicians sho uld be awa re of th e import ance of com pe te ncy issu es with all pati ents if inform ed co nse n t is to be va lid. But before we ca n d iscuss th e practi cal applications of thes e issu es, terminology a nd d e fin iti on s m ust be specified since th e t erms surrounding th ese issu es a re oft en used in a m big uo us way s.
In revi ewing th e lit erature on co m pe te ncy issu es, a g rea t d eal of confusio n ex ists abou t th e m edical ve rs us legal d efinition s of co m pe t ency, wh o is ca pa ble or authoriz ed to a ssess it , and th e rol e of the physician in this evalua tio n p rocess (2-11 ) .
Watson (4) accurat ely simplifies thi s matt er by pointing ou t th a t "t he words 'competent ' and 'insane ' both (are) legal words that ca n only be a pprop riat ely a nd accurately used after a fact-finding process." However, th e m edical p rofession has adopted the term 'competence ' and determines th e 'compet en cy' o f t heir pa tients daily, without judicial involvement (3). But th es e co m pe te ncy eva luat ions have no binding legal authority. As Schreiber e t al. (II) ex pla in , " t he court is no t bou nd to find com pe te ncy or incompet en cy in accordance with the hospit al report , a lt hou gh it almost inv ariably do es so ."
Although always a p plied to a specific m edical qu estion o r issu e , com pe te ncy rem ains a n evolving co nce p t. This is su pported by th e fact th at the law has not es t a blishe d universal requirem ent s for its d et ermination ( I). Com pe tency, as d esc r ibe d by Kaplan e t al. (6) , " re p rese n t (s) an a tte m p t to balance iss ues of th e individual's ability to mak e d eci sions with th e individual 's a u to no my a nd civil lib erti es. Current test s of com pe te ncy att empt to address th ese issu es." From th is assessment , com pe t e ncy should be d efin ed by th e followin g four fact ors : ( I) t he ability to co m m u nica te and und erst and information, (2) suffi cient ca pacity of m edical information and rational manipul ation of this d at a , (3 ) th e a bse nce of a ny interfering known pathologic or social co nd itio n, a nd (4) th e possession of a set of int ernally co nsiste n t valu es and goa ls ( 12, 13) . All of th e above crite ria m ust be met for a patient to be co m pe te n t. Th ese cr ite r ia a re so me what am big uo us a nd abstract (leaving much leew ay for profes sional int erpret ation ) , but with fu rt her investigation these terms will becom e more quantifiable. In the a p plica t ion of thi s d e fin it ion, two other t erm s a r e utilized a nd ne ed to be clarifi ed . "Capacity" is a person 's abi lit y to absorb a nd r etain inform ation. " Ra t ionality" is havin g or exe rc ising th e abilit y to reason .
The most controversial of these cr ite r ia is th e po ssession of a set o f int ernall y cons iste n t values a nd goals. This crite rion must be ca re fu lly eva lua te d because of th e pot ential dangers o f suc h an eva lua t io n. It would be tra gic if a pati ent wa s declared in competant because their co m pe te nce wa s qu estion ed du e to a va lid bu t uniqu e or unpopular se t of va lues. Within these uniqu e va lues, as lon g as th e pati en t is int ernall y co ns is te n t in reason, th ey must be d e em ed ra tional (bu t no t necessarily co m pe te n t) . For exa m ple, co ns ide r th e foll owing case :
An elderly widow is advise d to unde rgo a n e lec t ive cho lecys te ctomy but d eclines a nd sta tes that if she were ho spit ali zed , " I would mi ss my pet poodle too much. " Upon furth er eva lua t io n, sh e ex pla ins th at he r re lat ionship with her dog is the only m eaningful co n nec t ion left in her life, and th at se parat ion from th e dog for a ny len gth of ti m e is unbea r a ble. Sh e r ecognizes th at ot he r peopl e wo uld view he r d ecisio n as "s trange " or "rid iculo us," but remains steadfas t in he r refusal of the pro ced u re . She r egards a ny negotiat ed visits wit h th e poodl e wh ile hospi tali zed as " u nacceptable ." No ot her unusu al va lue syste m is di scove red du r ing t he eva luation a nd she ha s a n unrem arkabl e m en tal stat us exa m inat ion and past hist ory.
Is this an incompetent patient or is this a case of differing valu es? T he latt er view must be suppor t ed because: (I) no pathologic or social condition is found to influ ence her d ecision, (2) she is capable of manipulating relevant medi cal infor m at ion (i.e. eva lu a te s risk/benefit ratio of procedure), and (3) th e cons iste ncy of he r va lue system is rational.
Drane (I2) defines a "sliding scale " model for d et ermining co m pe tence levels th at account for th e variety of clinical settings, pati ents' cog nit ive a nd comm unicative abiliti es, severity of illn ess and probable treatm ent ou tco mes in ass igning a level of com pe te ncy to a patient who consents to a spec ific m edi cal int erv en tio n. T his spec t r u m of com pe te ncy ranges from " no impairment " to "globa l incompet e nce ." Because a patient's compet en cy may fluctuat e, co n t inue d re-evalu ation s a re mandated (14) .
It must be e m phas ized that compet ency is a pplied to a speci fic d ecision regarding a sp ecific medical th erapy. Consider the following illustrative case:
A pathologically paranoid patient sustains an injury in a n a uto mo bile accident. While obtaining informed consent , th e pati ent reveal s a del usion about his neighbor, Abraham Lincoln, blaming him for ca us ing th e accident. When asked to consent to medical treatm ent th e pa ti ent sta tes, "Do a ny t hing you want to do to me.Just hid e m e from Ab e."
If th e decision to agree to m edi cal treatm ent is not influ en ced by th e delu sion, th en va lid inform ed conse n t ca n be obtaine d . However, if th e pa t ie n t incor pora tes th e treatm ent or it s pot ential out com e int o his delusion (e.g., th e patie nt can esca pe persecution from his neighbor by rem aining in th e hosp it al ), legal informed conse n t is not va lid because th e prerequisit e of com pe te ncy has not been m et , even though th e decision may appear to be th e ri ght one or best one .
Although psychi atrist s a re ofte n consu lte d to perfor m eva lua tio ns on patients pr esum ed to be incompet ent , it is within th e role of every phys ician to assess co m pe te ncy. As G olinger a nd Fedoroff ( 15) point ou t, " Mos t eva luat ions , such as th ose to det ermine wh ether a patient is com pe te nt to sign a conse n t form , understand th e risk of taking a sp ecific m edi cat ion , or choose between va rious treatment alte rna t ives, a re mad e by a ph ysician without psychi atric co ns ulta t ion." For exa m ple, th e family ph ysician may be in a n exce lle n t position to assess com pe te ncy du e to a longitudinal relationship with th e patient, whi ch ena bles him o r her to det ect subt le cha nges in th e pati ent , whi ch may require clos er eva lua t ion (16) .
Compet ency eva luation, as a pr erequisit e to inform ed conse n t, is not necessa ry wh en a m edi cal e me rge ncy exists or th e do ctor exe rc ises "t he ra pe u tic privilege" (e .g ., withholding information o r kn owled ge regarding treat ment ) ( I). Although th e e t hics involved in exe rc ising " t he ra pe u tic privil ege" a re beyo nd th e scop e of t his pap er, it shou ld be not ed th at co m pe te ncy is not a fact or in it s a pplica tion . In addition to t he a bove, minors a re deem ed legall y incompet ent to m ak e most medical decisions . C on sent, asse n t, a nd th e a bse nce of dissent from minors are also beyond th e sco pe of t his dis cus sion.
Rather than conscio us ly in corporat e a co m pe te ncy assessm en t into their hist o ry, physical exa m ina tio n and conse n t process, most ph ysicians sim ply ass u m e compet en cy o f th eir pati ents. Unfortunat el y, this is ac ce p t ed pract ice . W e would lik e to e m p has ize the la ck oflit erature pert a ining to the assess m e n t of co m pete ncy in a ll b ut the m ost overt cases of incompet ence. The lit e ratu r e stat es t ha t a ll ad ults are presum ed co m pe te n t (16) unless su bs tan t ive qu estion s a r ise a bou t th e pat ient 's co m pe t e nce (17 ,20 ) or th e pati ent r efu ses the s ugges ted m edical treatm en t ( 12). Bu t ass u m p t ion, a nd not a conscio us ass ess m e n t of co m pe te ncy , ca rries e t h ica l ra mi ficati on s.
By as suming a patient is co m pe t e n t, th e ph ysician beli eves he or she is r espectin g the patient 's co m m u n ica te d fr eed om of cho ice , but to respect wh at m ay be an ex p r ession of fr e edom only in a p peara nce would be a viola tion of a ba sic princip le of e t hica l m edicine: that of respecting th e a u tono my of pati en ts ( 18) . T his usu all y fa lls under th e g uise of pat ernalism. Alth ou gh th ere is a lon g hist ory of pa tern ali sm in m edicin e, it is now g en erally r ecognized that this a p p roach ha s limit ed applicati on in cu r r e n t pati ent ca re practices. As M arzuk (19) illu strat es, cu r re n t m ed ical ca re d em ands that physicians be se nsit ive to the d oct or-pati ent rel at ionsh ip a nd th e dynamics involved in th e pati ent 's m edical d ecisi on -m aking proces s, t h us necessitatin g pat ernalistic actions unde r spec ia l circ u ms ta nces . H owever, t he re a re sev era l rel ativel y co m mon sit ua tio ns wh ere pa t ernali sm rem ains wid ely unrecog n ized .
If a patient d emon strat es eve n the slig h tes t sig n of incom pet e nce but agrees to the s ugges te d therapy, it is our resp on sibili ty as p hysicia ns to a pprecia te t he pot ent ial impairm ent a nd formall y eva lua te t he patient 's co m pe te nce . Fai lure to recogn ize t he possibili ty of in compet e nce or a ssu m ing com pe te nce for th e gain of u nco nt ested acce ptance of a prescrib ed m ed ica l regim e are the di sgui sed ac ts of pa t ern al ism that we ca n not acce p t. Case 3 illus trat es th is poin t.
An eld e rly g en t leman with recent manifestation s of Alzhe imer's Di sea se is eva lua t ed in th e e me rge ncy ro om . T he pati ent co m pla ins of a "sore foo t " which is di a gn osed as gaseous gangren e. Afte r co ns ulta t ion an a m p u tat io n is r ecom m en d ed , to whi ch t he pat ient read ily agrees.
T ypi call y, th e ph ysician fee ls no need to assess co m pe te ncy whil e di spe nsing ro u tine m edical ca re unl ess t he ca pac ity fo r ration al d ecision -makin g is gross ly impaired . (This wa s r eflect ed in t he co nsu lts fo r co m pe te ncy eva lua t ion by Golinger a nd Fed oroff ( 15) wh o found 78.5 percent of th ese pa ti en ts to hav e orga n ic mcn tal di sorde r) . But wh en the pat ient re fu ses th e s uggest ed m ed ica l t reatm e n t t he ph ysician co m monly resp onds by requ esting a form al co ns u lt for co m pe te ncy evaluat ion . It is clear that p rot ecting th e incompet en t from th e harm of a poo r d ecision is an act of ben evolence , but we m ust a lso g ua rd agains t " react ive pat ernali sm " on th e pa r t of the ph ysician whe n pa t ie nt s r e fu se a sugges te d treatm ent (9) .
As ex pe rts in m edicine , p hysicians believe th a t t he ir sugges t ions are in th e best in t e rest of the pat ient. Bu t we must rea liz e that what is in th e best in teres t of th c patient is not necessarily a m ed ica l issu e. " Pa t ie n ts mu st be permi tt ed to det ermine th eir own fa te , a nd a d ecision ca n no t be se t as ide sim ply because it di ffers from wh at oth er persons think is indicat ed " ( 12) . Because ph ysicians a re in t e nsel y t rained in t he treatm ent of dis ease , it is easy to isol at e m edical int erest s from t he social co n te x t in whi ch they arise. W e must avo id this mi stake.
It is unreali stic to think th at a sig nifica n t number of trea t m e n t de cisi on s wo uld be a ffec te d if ph ysicians form all y cha lle nged every pati e n t 's compe ten cy; ye t becau se of the p rofound co nseq ue nces for th ose pati ents wh ose autonomy is unjustifiably vio la te d, a syst em atic, co nsc io us sc ree ning me t ho d of compet en cy evalu ation is m andat ed. Th e cost / be ne fit ratio is r educed wh en ph ysicians becom e knowledgea ble of cu rre n t co m pe te ncy standards a nd a re awa re of th e e t h ica l im plica t ions of th eir ac t ions. As ph ysicians becom e m ore awa re of th e need for ass ess ing co m pe te ncy, ou r ac t ions will be less lik ely to e nc roach on th e a u tono my of ou r pa tients. No t on ly are a ll ph ysicians ca pable of performing a co m pe te ncy eva lua t ion, th ey are e t hica lly a nd professionall y required to do so. Pati ents must be permitt ed to de te r mi ne t heir own fat e , a nd as physicians , we must prot ect this ri ght. This ca n only be accomplished wh en we take com pe te nce se riously.
